The incidence of bacteraemia following insertion of the laryngeal mask airway (LMA) was investigated in one hundred fit patients. Four cultures were positive: three represented contamination with skin flora; the other was a microaerophilic streptococcus grown from an anaerobic culture bottle. Although this organism can be pathogenic, it may also represent contamination. Our findings suggest that significant bacteraemia on insertion of the LMA is uncommon and is probably no more than with oral intubation. Antibiotic prophylaxis is of doubt/ul benefit in these circumstances.
Transient bacteraemia occurs in a wide variety of procedures, particularly those associated with trauma to mucous membranes colonised by bacteria. There is some evidence that bacteraemia occurs following tracheal intubation.I-5 Based on this and the high mortality rate associated with bacterial endocarditis,6 some authorities recommend antibiotic prophylaxis for patients susceptible to bacterial endocarditis requiring intubation. 7 Insertion of the laryngeal mask airway (LMA) is generally thought to be a relatively atraumatic procedure,8 however, trauma on insertion can occur.9 To our knowledge this is the first study to investigate the incidence of bacteraemia associated with its use in adults.
PATIENTS AND METHODS One hundred consecutive patients, ASA 1 to 2, aged 18 to 70 years, requiring general anaesthesia in whom the use of the LMA was considered appropriate, took part in the study. Ethics committee approval and informed consent was obtained. Patients were excluded from the trial if they 1, required antibiotic prophylaxis; 2, had any evidence of general or local sepsis; 3, had taken antibiotics in the last ten days; 4, had an intravenous line; or 5, had a sore throat in the previous week.
Prior to induction, 26 ml of blood was taken from a left antecubital fossa vein over a three-minute period and 13 ml of blood was inoculated into aerobic and anaerobic culture bottles. The swab site was prepared in a standard manner using three serial swabs of 70% isopropyl alcohol and 1% chlorhexidine. A no-touch technique was used and the tourniquet was deflated prior to sampling.
Antisialogogues were not administered. Anaesthesia was induced with propofol and a throat-swab was taken. The LMA was inserted in the standard manner 10 by experienced anaesthetists and any difficulties at insertion noted.
A similar blood sample was taken starting thirty seconds after successful insertion of the LMA. Blood was then aspirated continually for three minutes to maximise chance of detecting transient bacteraemia from the pharynx in the venous circulation of the arm. This sample period was based on the time-frame chosen in studies, where transient bacteraemia was detected following tracheal intubation. 1-5 The samples were processed by the microbiology section of the Cairns Base Hospital using a BACTEC NR 730 (Becton Dickinson) and standard subculture techniques.
RESULTS
The mean (SD) age and weight was 36 years (14.5) and 69.5 kg (13.7) respectively. A total of 48 men and 52 women participated in the study. Of LMAs inserted, 96% were inserted at the first 
DISCUSSION
Papers which have reported the incidence of bacteraemia following tracheal intubation are given in Table 2 . Surprisingly there have only been five studies, four in elective cases and one in emergency cases, involving a total of 228 Anaerobic flora patients. I -5 The overall incidence of bacteraemia following oral intubation is 2/66 (3%) and nasotracheal intubation 24/162 (16%). No data is available indicating the chances of subsequently developing endocarditis in patients at risk and there is conflicting guidance for the clinician. The American Heart Association 12 recommends against prophylaxis, but the Working Party of the British Society for Antimicrobial Chemotherapy (BSAC)1 suggests that prophylaxis is necessary for airway instrumentation other than fibreoptic bronchoscopy. Their recommendations are tempered by the lack of an appropriate doubleblind placebo controlled study into the efficacy of infective endocarditis chemoprophylaxis. 13 The benefit from antibiotic prophylaxis must outweigh the risks of antibiotic-induced allergy, toxicity, suprainfection and emergence of drugresistant organisms. 14 Since the risk-benefit ratio for antibiotic prophylaxis for the prevention of infective endocarditis associated with airway management techniques is unknown, the overall decision lies with the individual practitioners. Our findings suggest that significant bacteraemia on insertion of the LMA is uncommon and is probably no more than with oral intubation. Antibiotic prophylaxis is of doubtful benefit in these circumstances.
